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What is meant today 
early meat-feeding? 


5 years ago, when meats for babies were _ practices significantly. Jeans and Mar- 
prepared at home, if at all, early meat- _riott’s! statement, “Meat appropriately 
feeding meant six to nine months. prepared may be fed at any age,” has 

Today, the availability of specially pre- been re-interpreted in the light of recent 
pared meats, has changed meat-feeding _ clinical evidence. 


PREMATURES? YES 


Studies at the University of Rochester with prematurely born in- 
fants indicate that nutrients of Swift’s Meats for Babies are well 
tolerated, well utilized at this age, and that there is a retention of 
iron in babies receiving meat. 


WEEKS? YES 


Leverton and Clark? have shown that infants of six weeks readily 
accept and benefit from a formula which increases their protein 
intake 25% by the addition of Swift’s Meats for Babies. Meat-fed 
infants had higher hemoglobin concentration and erythrocyte 
count than control-group infants. Meat-fed infants seemed more 
contented to observers and in better physical condition generally. 


THREE MONTHS? YES 


Comparing the nutritional value of solid foods customarily intro- 
duced at three months, with that of meat, it is easy to see why so 
many physicians place Swift’s Meats for Babies high on the list of 
“first” solid foods. Ounce for ounce, no other infant food supplies 
more of the complete proteins, natural B vitamins and food iron baby 
needs every day. Some pediatricians even recommend Swift’s 
Meats for Babies in formula as early as two weeks with apparent 
benefit. 


Swift’s Meats — for variety — 
economy—Swift, pioneer of all meat — Strained or Junior. 
Meats for Babies, offers a good Swift’s Meats for Babies are 


variety of specially prepared ready to serve at about half the 
5 meats. Each of the varieties is cost of home-prepared 
Fe sie 1. Jeans, P. C. and Marriott, W. M.: In- All 


- fant Nutition: 243, C V. Mosby Co. ss Sa 
see . 1947 
Seanad 2. Leverton, R. M. and Clark, G.: Meat 
ee. ne aaa in the Diet of Young Infants, J.A.M.A., 


134: 1215-1216 (August) 1947 
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Interim Report on the East York-Leaside 
Sickness Survey 


DONALD C. SMITH,'! M.D., D.P.H., 
AND WILLIAM MOSLEY,? M.D., D.P.H. 


East York-Leaside Health Unit, Ontario 


_. East York-Leaside sickness survey was undertaken with three ob- 
jectives in mind: 
(1) 


To work out a practical method of securing morbidity data in a community 

on a continuous basis. 

(2) To incorporate this method in the general work of the health unit staff. 
(3) To determine the value of the information to the health officer in the 
planning and administration of his public health program. 

To our knowledge, this is the second time that a health unit or a health 
department has carried out a community sickness survey. The first such 
survey was conducted in the Eastern Health District of Baltimore (1) between 
1939-1944. The Baltimore study was carried out by a staff of trained, full- 
time enumerators who visited the homes of the participating families once 
each month during this five-year period. Many interesting and valuable 
findings came out of this survey, but because it entailed the use of extra 
personnel it was not considered suitable for general use. The East York- 
Leaside study was initiated in the hope that a survey method could be de- 
veloped which would be less expensive, could be carried on by the regular 
health unit staff, and would depend upon voluntary reporting on the part of 
the families taking part in the study. 

The preliminary work was begun in the spring of 1948 when Doctor 
A. F. W. Peart, Chief of the Division of Epidemiology in the Department of 
National Health and Welfare, made a pilot study of a group of 152 families 
living on four adjacent streets in the Danforth Park district of East York 

Presented before the Vital Statistics Section at the thirty-eighth annual meeting of the Ca- 
nadian Public Health Association, held in the King Edward Hotel, June 12-14, 1950. 

This survey was supported by a Dominion Public Health Research Grant. 

14 ssistant Medical Officer of Health. (Dr. Smith is now Medical Officer of Health of the 


Kent County Health Unit at Chatham, Ontario.) 
? Medical Officer of Health. 
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Township. This preliminary survey gave Doctor Peart an opportunity to 
experiment with various techniques and to make plans for a study which could 
be carried out on a larger scale and for a longer period of time. It also served 
to acquaint the other members of the Unit staff with the broad purpose of the 
study and with the responsibilities which devolved upon each member. 

With the experience provided by this pilot experiment the study now in 
operation was begun in March 1949. 


CHARACTERISTICS OF THE EAST YORK-LEASIDE AREA 


This Unit was formed through the joint efforts of the Township of East 
York and the Town of Leaside. East York Township is a suburban munici- 
pality north of the eastern section of the City of Toronto and may be considered 
to be within the metropolitan area of the city. The area is 5.7 square miles 
and the estimated population in 1949 was 56,575. This municipality is largely 
residential but a number of new industries have located here in recent years. 
The majority of the inhabitants are of Anglo-Saxon origin and many of them 
are purchasing or building their own homes. 

The adjoining Town of Leaside is a compact municipality which has an 
area of approximately 2 square miles and an estimated population of 14,825. 
It is a prosperous area with many diversified industries and many fine homes. 

The total area of the Health Unit, therefore, is approximately 7.7 square 
miles and the total population is 71,400. 


THE POPULATION SAMPLE 


The population sample has been made up of two distinct groups of families: 

(a) The ‘‘Sample’’ Group, comprising 148 families (536 people) selected at 
random from the municipal voters’ lists by the Dominion Bureau of 
Statistics. 

(b) The ‘‘Chosen’’ Group, comprising 140 families (642 people) who were 
chosen by the district nurses on the basis of their apparent need for public 
health nursing service. 

All 288 families live within the boundaries of the Health Unit and are 
distributed fairly evenly throughout the ten nursing districts. 

These families were not taken into the survey simultaneously, but were 
added at the approximate rate of thirty a month. 


THE METHOD OF ENUMERATION 


The morbidity data have been collected by means of monthly reports 
submitted by the participating families. Each family has been provided with 
a calendar (Figure I) on which can be entered, on a day-to-day basis, all the 
illnesses which occur in the home. At the end of each month one of the house- 
holders, usually the wife, is asked to transfer these data to a monthly report 
card which she then sends to our Unit office in an addressed, franked envelope. 

In the office these incoming forms are scrutinized by a statistical clerk 
who transfers the data to a family card. This card is then placed in the work- 
ing file of the district nurse so that it can be of use to her as well as to those 
of us directly concerned with the sickness survey. 
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DEFINITION AND CLASSIFICATION OF ILLNESS 
In our study, illness has been considered to include any affection or dis- 
turbance of health which persists for a considerable part of one or more days. 
The reported illnesses have been classified according to the ‘‘Manual of the 
International Statistical Classification of Diseases, Injuries, and Causes of 
Death”’ (6th Revised Edition, 1948). 


CONTACT WITH PARTICIPATING FAMILIES 


Contact with the participating families was made by means of a letter 
sent to the home, which briefly outlined the plan which we had in mind and 
announced that the district nurse would call in a few days with the hope of 
securing the co-operation of the householders. The district nurse then made a 
visit and discussed the survey with them, outlining the role that the family 
would be called upon to play. Subsequent visits have been made by the nurse 





EAST YORK - LEASIDE HEALTH UNIT 
GL. 4645 


INSTRUCTIONS FOR USE OF YOUR FAMILY SICKNESS CALENDAR 


1. Any illness, minor or severe, should be recorded on the calendar. 

Examples - Cold, flu, headache, upset stomach, arthritis, diabetes, cut finger, 
high blood pressure, etc, 

2. On the Ist day someone in the family is sick or not feeling well, just put his 
or her name in the proper date square with the name of sickness or complaint. 
Example - John - cold. 

3. When each individual is better, just put their name in the square on the date 
they are better with the term ‘better’. 

Example - John - better. 

4. When someone is sick curing the entire month or complains of some chronic 
illness, put their name with the illness or complaint at the Ist and last of the 
month. 

5. If no one has complained of any sickness during the month, kindly enter ‘no 
illness’ on the Family record of Sickness and Disability and forward to the 
Health Unit office. 





Fic. I. Cover or Morsrpity-Data CALENDAR 


each month for the first three months and every three months thereafter. In 
these latter visits the nurse informs the families of the progress that has been 
made and tries in every way possible to keep them interested in the study. 

We have attempted to sustain this interest also by sending a monthly 
letter in which we tell each family about some of the interesting findings that 
have come out of the survey and emphasize the need for their continued 
support. 


COMMUNITY RELATIONS 


The importance of keeping the community in touch with the survey has 
been appreciated. At an early date direct contact was made with the Toronto 
East Medical Association, and this group has been kept informed of the 
progress of the study. 
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In addition, an effort has been made to let the general public know about 
the sickness survey. When the study was begun in 1949, explanatory letters 
were sent to the heads of all interested groups, such as home and school associ- 
ations, the school principals, social welfare groups, etc. From time to time we 
are asked to submit news items for inclusion in the various school publications 


and we take these opportunities to discuss the progress that has been made. 


PROGRESS TO DATE 
Community Participation 


Of all the family names submitted to us by the Dominion Bureau of 
Statistics, only thirty families refused to participate. Of the families who 
agreed to do so, only eight in the ‘‘sample’’ group and twelve in the ‘‘chosen” 
group have had to be dropped because of non-cooperation (which has been 
regarded as failure to report for three consecutive months). 

The percentage of participating families who have submitted reports each 
month has varied from 72 to 100 per cent and has usually been greater than 
90 per cent. From each of the two groups, 60 families who have submitted 
reports for at least eleven of the twelve months between March 1949 and 1950 
have been selected. The statistics which follow are based on the records re- 
ceived from these 120 families. 


Amount of Illness 


Some of the essential findings regarding the amount of illness experienced 
by these 120 families in the twelve-month period between March 1949 and 
March 1950 are shown in Table I. 


TABLE I 
AMOUNT OF ILLNESS 
“Sample” Group “Chosen” group 
(60 families) (60 families) 
Males Females Males Females 
Number of Persons 124 119 160 149 
Total Number of Illnesses Reported 431 501 835 766 
Morbidity Incidence 3.4 4.2 5.2 5.1 
Total Number of Days III 1860 2282 4246 4122 
Total Number of Days Lost from Work or 
School 571 843 1290 924 
Number of Days IIl per Person per Year from 
Work or School 15 19.1 26.5 27.5 
Number of Days Lost Per Person per Year 4.6 7.0 8.0 6.2 
Percentage of Illnesses Requiring the Services 
of a Physician 15.3% 16.5% 18.3% 17.1% 
Percentage of Illnesses Requiring 7 : 
Hospitalization ° 1.4% 2.1% 1.8% 1.8% 


These findings compare fairly closely with those of the Baltimore survey. 
The higher rates of illness experienced by the ‘“‘chosen”’ families are undoubted- 
ly due to the fact that in this group are to be found a relatively larger number 
of male persons suffering from severe chronic disease. 


In all groups the percentage of illnesses requiring hospitalization was 
less than 2.5. 
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Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 


MARCH 1949 - MARCH 1950 


Fic. Il. SEASONAL VARIATION IN ILLNESS 


he number of illnesses suffered by the 60 families in the sample group 
from month to month. 


Seasonal Variation in Illness 


The number of illnesses suffered by the sixty families in the “sample” 
group varied from month to month (Figure I1). 
Amount of Illness Contributed by Certain Age and Sex Groups 

For the purpose of this interim report, the ‘‘sample”’ and ‘‘chosen’”’ families 
have been divided into six broad age and sex groups. The distribution of these 


groups in the 288 families, and the contribution which each has made to the 
total reported morbidity, are shown in Figure III. 
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POPULATION DISTRIBUTION 


Fic. III. Amount oF ILLNESS CoNTRIBUTED BY CERTAIN AGE AND SEX GROUPS 
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The Contribution of Certain Disease Groups to the Total Illness 


In Figure IV we have attempted to show the contribution to the total 
illness which has been made by five broad and yet mutually exclusive disease 
groups. 

The substantial contribution (50 per cent) made by the ‘‘respiratory”’ 
illnesses is readily apparent. This group includes such conditions and com- 
plaints as the common cold, “‘flu’’, ‘‘sore throat’’, ‘“‘cough’’, etc. The “‘ill- 
defined”’ group is made up of a number of heterogeneous conditions which may 
or may not be related medically and which are not subject to more specific 
classifications. Included under this heading are such complaints as ‘‘head- 
ache’, ‘‘nervousness’’, ‘‘backache’’, ‘‘rapid heart’’, “loss of appetite’’, etc. 





» 
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Accidente Digestive Tnfective 
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DISEASE GROUPS 


Fic. IV. ContrrpuTion oF CERTAIN DisEASE Groups To ToTAL ILLNESS 


Over the year-long period the contributions made by ‘‘accidents, poison- 
ings and violence”’ and by ‘‘diseases of the digestive system” were almost equal. 
During the summer and fall months more illnesses of the former group were 
reported, but during the remainder of the year this situation was reversed. 

Finally, in fifth place—and contributing less than 5 per cent of the total 
illness—were the infective and parasitic diseases. 


Problems Encountered 


Perhaps the most difficult problem has been the one of sustaining the 
interest and enthusiasm of all the participating groups—both in the community 
at large and among our own staff. We have, we believe, shown that the 
members of the community are willing—and even eager—to co-operate in a 
project such as this if we are prepared to take the time to keep them informed 
of our plans and objectives. 

This proviso applies with equal force to the members of our own staff. 
They, too, are prepared to co-operate and make the sickness survey an im- 
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portant part of their general work just as long as they are made to feel that the 
2fforts which they are putting forth are worthwhile. 


PLANS FOR THE FUTURE 

In March of this year 288 families were participating in our survey. It is 
our hope that we shall be able to keep this figure at a constant level for one full 
vear. Some of these families will move during this period, but we hope to keep 
in touch with them and shall encourage them to continue to send their monthly 
reports to us. 

It is too early to be able to say whether we have or have not attained the 
objectives which were set at the beginning of the survey. We are collecting 
morbidity data in our community on a continuous basis, and this is being ac- 
complished through the efforts of our own health unit staff. 

As to the value of these data, we hope that in a year’s time we shall be 
able to express a definite opinion. 
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Letter from Great Britain 


The Medical Officer of Health 
in Great Britain (LIT) 


FRASER BROCKINGTON 
M.R.C.S.(Eng.) ; L.R.C.P.( Lond.) ; D.P.H.; B.Chir., M.D.(Camb.) ; 
M.A.(Camb.) ; Barrister-at-Law 
County Medical Officer 
Public Health Department, West Riding of Yorkshire 
Wakefield, Yorkshire, England 


T HE Medical Officer of Health as an executive officer can, as we have seen, 

contribute to safeguarding what we may call the ‘susceptibles’ in our popu- 
lation. In this letter I shall examine what this means in terms of the school 
child, touching (I fear somewhat lightly) on the more important issues only, 
leaving you to read the report of the Expert Committee of the World Health 
Organisation for a more impartial and detailed account of school health. (The 
report of the Committee which sat in Geneva last August should be published 
shortly after you read this number. ) 

The school health service is a growing point of social medicine. When 
it began in the early years of the century it was concerned mainly with the 
discovery of defects. This is still an important function, but the service seeks 
now to do more; its object is to maintain the health of the school population 
at the highest level, so that all children can derive the maximum benefit from 
education and ultimately be able to leave school mentally and physically fit to 
play their full part in the community. The modern approach is to seek to link 
the findings at school with the remedy of social conditions which contribute 
to departures from health and to teach the meaning of positive health. 

The achievement of these ideals is no doubt possible in a variety of cir- 
cumstances but will best be done in an administrative framework which recog- 
nises the two following principles. Firstly, that the school health service is 
largely dependent for success upon education and must have a close relation- 
ship with the school and its teachers; therefore, the work must be done in close 
physical relationship to the schools and in school time to give the fullest op- 
portunity for teacher, doctor and nurse to work together in influencing parents 
and children. Secondly, that school health must be viewed as an integral part 
of the health of the nation; therefore, since the child is dependent for health, 
not only upon the school, but also upon the health and social standards of the 
community in which he lives, his interests can best be served where the admin- 
istrative work of school health forms part of the community health department. 


8 
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This arrangement operates here in all but a handful of the local health authori- 
ties; the Medical Officer of Health and School Medical Officer is one and the 
same person. To be effective, the conjunction of school health and community 
health needs to be taken into any sub-divisions of administration, and this is 
one of the features of the divisional scheme at present operating in the West 
Riding. So long as the Education Authority and the Health Authority remain 
one, we shall have little difficulty in satisfying these principles, but much in- 
genuity will be needed to preserve them should ad hoc health authorities be 
created to unite preventive and curative medicine. 

The supervision of the child’s health and progress in school should be com- 
prehensive and continuous, with emphasis on positive health and well-being. 
The precise form of medical supervision is under debate here as elsewhere, 
and we are not without critical observers (such as Alan Moncrieff) who are 
questioning the value of periodic medical examinations. These examinations, 
traditionally conducted in this country three times during school life, if they 
are done well, take a lot of time. The question at issue is whether the time 
would not be better spent in other ways, leaving the teacher, nurse and parent 
to single out children for special examination. The Geneva report goes into this 
question in detail; suffice it for me to say that I cannot reconcile myself to 
the total abolition of periodic inspections, not wishing to see a child embark 
on 10 to 12 years of schooling, nor to leave school and go out into the com- 
petitive world, without a complete appraisal of his mental and physical make- 
up. To these two medical examinations a third, at or near that important 
moment when the child goes from the primary to the secondary school, seems 
to me essential. This modest quota of formal inspections is, to my mind, indis- 
pensable from another point of view—that of providing a sheet anchor for 
health education in and through the school. The moment when a parent inter- 
rupts the busy routine of life to make a journey to her child’s school, there to 
meet and discuss with doctor and nurse the health of her child, is one of great 
significance; it stamps itself on the mind; its details may be remembered for 
years ; surely this brief moment, when the approach to positive health dominates 
the scene, cannot be lightly set aside. Its very formality serves a useful pur- 
pose. There are those indeed who advocate more, rather than less, periodic 
inspections. 

Three complete medical examinations during school life, with re-examina- 
tions and special examinations (and certain additional examinations during the 
secondary school life), should be generally regarded as adequate in view of the 
shortage of doctors. In the intervening periods the school nurse, trained to work 
in the closest co-operation with both medical and educational staffs, known to 
the parents as the friend of the family, and familiar with the child’s environment 
both at home and at school, must exercise continuous supervision by regular 
visits of inspection; she must secure that nothing of importance is overlooked. 
She should pay particular regard to the detection of handicaps, the early defects 
of vision and hearing; abnormalities of behaviour, educational subnormality, 
and other departures from normal are well within her capacity. Her relation- 
ship with teachers and parents should be close and intimate. 
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Much is said about the need for general practitioners to undertake medical 
inspections and it is suggested that the use of whole-time doctors on the staff 
of the school medical officer will impair the family doctor relationship. Yet the 
need for each school to have its own doctor to advise and guide on all matters 
of health within ‘he school and for the work to be done in fixed hours and on 
the school premises makes it difficult for general practitioners to engage in the 
work. Where they agree to participate, they should be prepared to give at least 
half their time without conflicting engagements and to take on a fixed range of 
schools without making distinctions in the event, as is likely, of schools under 
their care containing children under the family care of other general practi- 
tioners. Examinations cannot be carried out satisfactorily at either a doctor’s 
surgery or at a health centre, as all the important people who feature in the 
training and life of the child cannot be present at the same time except at the 
school, which is the workplace and club of the child and the place where he 
is most at ease outside his own home. The use of whole-time staff has many 
advantages and it is a practical arrangement, particularly where the doctor 
covers the whole range of preventive work in child health. The relationship with 
the family doctor can be cemented in the interests of the child and the family 
by personal contact, particularly by the health visitor and school nurse and by 
official communication from the school medical officer; thus he can be informed 
of all matters of significance and his advice asked, for example, before the 
reference of a child to a specialist clinic. 

In the West Riding, with approximately 240,000 school children, there is 
an establishment of 65 doctors who combine school work with maternity and 
child welfare; of these, 41 are whole-time (28 being women, 18 of whom are 
married). The work is regarded as one of the stepping stones to a post as 
Medical Officer of Health. The salary grading, negotiated between the British 
Medical Association and Local Authorities (with the Minister’s approval), 
was not altered by the coming into operation of the National Health Service; 
at £735 to £935 it now compares unfavourably with the scales for hospital staff, 
being little more than the salary of a junior Registrar; it is only about a third 
of the salary of a hospital specialist, notwithstanding that the work involved 
requires a high degree of skill and knowledge, certainly not less than is required 
in many of the hospital specialties. Until this discrepancy is remedied, the 
school health service must remain at a grave disadvantage. The negotiated scale 
(Askwith) (which, of course, covers all posts in the preventive field) has now 
been revoked by the B.M.A. and after further fruitless negotiation to secure 
a new scale comparable with National Health Service salaries, has been before 
a court of arbitration; the finding of this court, which will be legally binding on 
all local authorities and which will profoundly affect the whole future of public 
health, is eagerly awaited.* 





*At the moment of posting (23/12/50) the Award has been announced as follows: 
“The Court have given very careful consideration to the evidence and statements made 
on behalf of the Parties and in the light of the situation as it exists at present Award as 
follows : 
The Scales of salary for Medical Officers employed in the Public Health 
Service in England, Wales and Scotland shall be— 
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The effect of a favourable finding must take into account the sudden and 
remarkable government volte face in the matter of Registrars. Embarrassed by the 
soaring costs of the health service, the Ministry of Health has decreed (Memo- 
randum R.H.B. (5)106) that 1,100 of the present 2,800 Senior Registrars and 
Registrars must be dismissed. This remarkable failure of national planning must 
prove most embarrassing to many young men and women who had entered upon 
the long apprenticeship to specialist work; it is hardly likely that at this critical 
juncture in their lives many of those immediately displaced will turn for 
alternative employment to the more humble spheres of school and maternity and 
child welfare (albeit, these in the result may provide at least equal benefits to 
the community health) ; but it is nevertheless certain that in future the flow of 
young graduates must be to some extent directed from the glittering prospects 
of hospital specialist work and public health may benefit. There remains the 
difficulty that the D.P.H., which, though not essential for work in school health 
and maternity and child welfare, is needed to graduate later into the work of 
a Medical Officer of Health, must be gained at the graduate’s own expense. 

Whether the work is undertaken by whole-time staff or by general prac- 
titioners, it is imperative that a full preventive outlook is cultivated; the school 
doctor should be an expert in the field of nutrition, epidemiology, physical 
medicine and social and mental hygiene, and he should have a knowledge of 
educational matters so that he can advise what special educational facilities 
are required for the various types of handicapped child. It has been said that 
the work of dealing with normal children can be boring; nothing could be 
further from the truth for those interested in social medicine. It is, however, 
important that the work should be linked with that in hospitals in order to 


Assistant Medical Officers or £850 per annum rising by annual increments 
Medical Officers in Departments of £50 to £1,150 per annum. 


. . P £1,250 per annum rising by annual incre- 
Senior Medical Officers ments of £50 to £1,650 per annum. 


Medical Officers of Health: 


Local Authority Minimum of Annual 
Population Salary Scale Increments 
Not exceeding Between 
75,000 £1,450 and £1,650 4 of £ 50 
100,000 £1,550 and £1,850 Sof £ 50 
150,000 £1,750 and £2,050 5 of £ 50 
250,000 £1,950 and £2,250 kere 
a 
400,000 £2,200 and £2,500 } oa 
600,000 £2,300 and £2,700 3 of £100 
Over 


,000 At discretion Atdiscretion 

“The salary scales for deputy medical officers of Health, Divisional or Area Medical 
Officers and for Officers holding mixed appointments shall be determined by joint negotiation 
and agreement between the Parties and in the event of failure to reach agreement on this 
matter within a period of two months from the date hereof either Party shall be at liberty 
to report such failure to the Court, and the Court will after hearing the Parties determine 
the matter in dispute. : ; 

“Part-time Medical Officers of Health shall be remunerated in accordance with the 
Spens Formula in respect of the Consultants. . ; 

“Medical Officers of Health holding combined appointments shall receive £100 per annum 
above the appropriate salary scale indicated by the total population of the combined districts 
for which he is Medical Officer of Health.” 
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retain a balance and judgment and to maintain standards. To this end the 
whole-time staff in the West Riding are granted one session a week to spend 
in hospital or other specialist children’s work. Likewise, great advantage can 
come for the progress of child health from the joining of forces by the medical 
school and the health department; a valuable example of this is described in 
the Annual Report of the Commonwealth Fund (1950) for the University of 
Louisville School of Medicine, where a dozen paediatric residents take turns 
at staffing 20 of the 65 child health clinics of the City health department. 
Universities everywhere must inevitably and increasingly participate in such 
community child health work, as little by little the admission of children to 
hospital is abandoned; and in consequence the work of school doctors in the 
future is certain to gain in interest and in importance. The same doctors and 
nurses should, of course, work in both the school health and child welfare 
services. 

The ultimate value of much of the work of the school health service will 
depend upon the provision of good treatment. In Great Britain we have been 
somewhat slow to appreciate this fact; the service of school medical inspection 
had for many years after it began (in 1907) no other avowed object than to 
find out how much physical disability, and of what categories, existed in our 
children. Somewhat tardily Education Authorities were allowed in 1918 to make 
arrangements to treat such obvious disorders as eye defects, enlarged tonsils 
and adenoids, teeth and minor ailments. The Educational Act of 1944 (four 
years before the National Health Service Act made such provision for the 
whole nation) said that comprehensive and free treatment should be provided 
for all school children. I mention these facts because they are of considerable 
significance now. In order to secure prompt and adequate treatment of pupils, 
and, equally important, to establish this in an atmosphere of health promotion 
with facilities for co-relating the findings with the remedy of home conditions 
and with their application to the school curriculum, there has for some years 
been a growth of specialist clinics organised by the school health department 
and situated away from hospitals; such clinics covered orthopaedics, ophthal- 
mology, child guidance, paediatrics, ear, nose and throat; in these, generally 
speaking, the health visitor has been available and the records have been part 
of the school health service. Since the National Health Service Act there has 
been a tendency to reverse the process and to place specialist children’s clinics 
in hospitals and often to mingle the work with that provided for out-patients 
of all ages. This tendency is, to my mind, retrogressive and I hope that it will 
be checked before it has gone too far. Specialist clinics should be part of the 
school health service. The clinic itself should be attended by a school nurse- 
health visitor in order to provide background histories and to convey any 
teaching back to the home and school. The administrative arrangements of 
the clinic should be conducted by the school medical officer and the records 
should be part of the school health records. Clinics should be conducted in an 
atmosphere of health, in areas of population, and in general should be dis- 
sociated from out-patient departments. Specialists engaged in school health work 
should feel themselves as part of a preventive service with responsibilities 
towards the school doctors and nurses. 
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This is particularly true of the paediatrician, who can contribute greatly to 
the maintenance of high standards in the school health service. He should 
conduct clinics at which all types of handicapped child can be seen and from 
which he can advise the school medical officer on the appropriate forms of 
special educational treatment. Paediatricians can, in fact, be given a position as 
clinical adviser to the school health service. A paediatric service of this character 
began in the West Riding in 1947 with the appointment of a full children’s 
specialist as consultant to the school health and child welfare services under the 
title of Child Health Officer. He conducts special clinics in built-up areas, to 
which handicapped children can be referred by school doctors and general prac- 
titioners ; his work covers all forms of preventive medicine in relation to children, 
including such activities as advice on the care of the premature baby, on the 
care of the young child in day and residential nurseries, special schools, con- 
valescent homes, etc. The scheme ensures that all the school medical staff 
engaged in preventive children’s work have a ‘pundit’ to whom they can look 
for advice and guidance and who sustains their interest and knowledge at a 
high level. Conferences are held between the paediatrician and the Divisional 
Medical Officers and the County Medical Officer, both about the details of 
particular children in need of special education or special forms of treatment, 
and also about the wider issues of planning preventive medicine for children 
on the most up-to-date knowledge. The Child Health Officer in the south of our 
County has been appointed as an assistant to the staff of the Professor of Child 
Health at Sheffield University ; this, therefore, links the school and child welfare 
services with the fountainhead of specialist children’s medicine and makes pos- 
sible a child health service on modern lines. The Child Health Officer is 
paediatrician to the children’s beds in the hospitals in his area. 

The school health record is of importance throughout life and particularly 
at school leaving when confidential advice has to be given to juvenile employ- 
ment committees. It is clear that it constitutes then a most valuable guide; 
nevertheless, there are dangers in passing information to lay committees. The 
nature of the information contained in a child’s health record might easily be 
misinterpreted and its disclosure might do the child serious harm. It is, there- 
fore, most important that records should not themselves be handed over. Such 
records are, in any event, of limited value in comparison with that provided 
by a careful interpretation of their content by one who understands their mean- 
ing. The proper procedure for the conduct of this delicate operation is not in 
doubt ; it consists in placing the responsibility for giving the necessary medical 
guidance upon the shoulders of the school medical officer, who should discharge 
this in person or by confidential letter. The school medical officer would 
naturally and properly regard the information given as primarily in the interests 
of the individual and his parents and only secondarily to a committee or other 
responsible person conducting the vocational guidance. School medical officers 
should make themselves familiar with the conditions and hazards of all available 
occupations in the district. For this and other reasons the record should be 
complete; this means that hospitals should always give information of the 
admission and treatment of school children to the school medical officer and that 
the family doctor should keep him informed of major events in the child’s life. 
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We are not likely to achieve this here until the school medical officer has been 
accepted as a full partner by his colleagues in hospital and general practice. 

The importance of treatment given in hospital to the further educational 
progress of the school child is obvious. Yet it is only quite recently that any 
serious attempt has been made here to secure a complete link between school 
health departments and hospitals. When all forms of treatment at hospital 
became free (in 1944), it was relatively easy to secure information of admission 
and discharge of children (in return for payment); this generally included 
sufficient information to allow a follow-up of the children by the health visitor 
both to the home and to the school. It was an invaluable step. Naturally, such 
an important change affecting so many and so different hospitals took some 
while to organise and was not complete by 1948, when the responsibility for 
payment to hospitals by education authorities came to an end. The picture in 
different parts of the country now varies considerably, but, generally speaking, 
we have gone a long way to forge really effective links with hospitals for the 
care and after-care of school children. There is perhaps a little suspicion by 
general practitioners that it interferes with their own professional relationship, 
but this misunderstanding, about which I must speak elsewhere, is less likely 
to occur in the case of the school child than for other classes of patient. That 
it does exist, even here, was made clear at last year’s ‘Doctors’ Parliament’ 
(held at Harrogate), when a resolution was passed to the effect that the school 
medical officer should not send any child to hospital but only refer the child 
to its own doctor. This small aspect of a complicated picture has been cleared 
up by an agreement (between the Society of Medical Officers of Health and 
the B.M.A.) that the school medical officer shall consult with the family doctor 
before referring any child to a specialist clinic at hospital—he will be deemed 
to have ‘consulted’ if he informs the doctor of his intention to send a child for 
further advice and the doctor does not object within a reasonable time. There is 
good sound sense in this arrangement, since without burdening the family doctor 
with administrative work it allows him in certain cases to add vital informa- 
tion which may not be known to the health department. The family doctor must 
in all cases be informed of findings. All this shows how great is the need for 
a close working relationship between the school health department, hospitals 
and general practitioners. There is little doubt that this side of social medicine 
is in its infancy. In time it will be unthinkable that a hospital should consider 
its duty discharged until it has taken steps to see that the school health depart- 
ment and the general practitioner are made fully aware of all relevant points. 
Among much else the school nurse-health visitor (as she is here) will come 
to be a familiar figure in the hospitals as she is in the homes and will be making 
visits in important cases to children in hospital to make her knowledge known 
at first hand to those responsible for treatment. 

Much of the work of a school health service is concerned with handicapped 
children, for whom regulations under the 1944 Education Act prescribe eleven 
categories. But it is one thing to prescribe by law and often quite another to 
dispense the medicine. The children in need of special educational treatment on 
account of handicaps have first to be found, then closely studied and finally dealt 
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with either by special provision in ordinary schools or by means of special 
residential schools. None of these steps are as easy as they sound. Finding the 
children can be uncommonly difficult ; this difficulty is a minor but yet very real 
reason for retaining the periodic medical inspections. It is clear evidence of 
difficulty that we have no accurate knowledge of how many exist; this is true, 
for example, of the numbers and types of physically handicapped, that is, chil- 
dren with physical disabilities sufficiently marked to make it necessary to provide 
special education in a special school or make special arrangements in an ordinary 
school; last year intensive study and enquiries in the West Riding revealed a 
total of 468 physically handicapped falling into 40 major classifications. The 
next step of study and placement requires considerable knowledge, both of the 
socio-medical problems involved and of educational principles; the success of 
the handicapped pupils’ regulations in consequence depends most upon the pro- 
fessional skill exercised in their administration. Any register of the handicapped 
needs to be kept under continual review in the closest collaboration with the 
education department. The full investigation of cases will also bring the school 
doctor into close contact with the family doctor on such problems as the treat- 
ment and stabilisation of epilepsy, the control of diabetes, the suitable placement 
of the delicate, and the management of the maladjusted. 

Every handicapped child is an individual problem in social medicine. This 
platitude, like many others, is worthy of more careful scrutiny. Take once again 
the epileptic as an example. In this country of 50 million souls we have about 
100,000 epileptics, of whom 10,000 are ‘substantially and permanently’ handi- 
capped within the meaning of the National Assistance Act—to all intents and 
purposes industrial derelicts. It is a long and painful road down which the 
epileptic child travels to reach this degrading position and so often his progress 
towards it could be checked by correct administrative action on the socio- 
medical front. The unsympathetic teacher who places difficulties in the way of 
an epileptic child’s attendance at school, the overworked family doctor who 
cannot always supervise the administration of sufficient doses of the right drug to 
control the effects, the feckless parent who loses interest in a seemingly inter- 
minable battle, the unenlightened employer who regards the occurrence of a fit 
in the workshop as a major inconvenience—these are all evidences of a failure 
to accept epilepsy as a harmless and brief explosion without any significance 
to anyone except the sufferer, and at the same time as a disability which can 
often be kept under control. The school medical officer should make it his duty 
to see that none of these things come to pass; among other things there must 
be visits of explanation by a skilled health worker. A senior member of my 
health visiting staff, acting under the direction of a senior medical officer in 
charge of the school health service, undertakes this work for me; she is the link 
between all the interested parties—the school, the home, the family doctor, and 
later the youth employment officer, the disablement rehabilitation officer and the 
employer ; she cannot effect a cure but she can do much to secure effective and 
continuous treatment and that sympathy and understanding which together 
do so much to prevent deterioration. Dr. Tyler Fox, one of our greatest medical 
superintendents (Lingfield Colony), said “We may view our brother epileptic 
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with good will but we would rather view him at a distance . . . this attitude to 
epileptics, which ends up with something like social ostracism, can and must 
be fought.” It is for the Medical Officer of Health to lead the fight. 

But when so much has been done for the handicapped child in relation to 
his home and his school, it often follows that there is no satisfactory solution 
except a special residential establishment. This has held back for so long a 
proper consideration of handicaps in childhood (other than blindness, deafness 
and epilepsy, for which of course provision dates back nearly a century). When 
so much needs to be done for the many to bring the fabric of our present school 
buildings up to modern requirements (it has been said that £1,200 millions could 
be spent on the primary schools alone, leaving maybe a like sum for the erection 
of nursery schools, secondary schools and county (day continuation) colleges), 
it has not been easy to direct large sums to the erection of special residential 
schools for the few. Special efforts are, however, now being made all over the 
country to establish schools for the delicate, the physically handicapped, the 
educationally subnormal, the partially deaf and partially blind; hostels for the 
maladjusted child are appearing here and there; there are now 6 residential 
schools for epileptics (mostly attached to Colonies) providing approximately 
700 places, and another epileptic school for approximately 60 children is about 
to open in the North West; and there are one or two special schools for multiple 
defects as, for example, one for deafness and educational subnormality in York- 
shire. So at last the problem of special residential schools for the handicapped 
child is being seriously tackled; many years and much further study will be 
needed before a complete answer is found to the whole of this intricate problem, 
of which one aspect of peculiar difficulty will be the spastic child. A careful 
scrutiny of spastics in the West Riding last year revealed a total of 400-odd, 
of which half were mentally defective; of the 213 educable, 28 were in special 
schools among other physically handicapped children, 84 at ordinary schools, 
11 receiving home tuition ; 90 were receiving no education. These special schools 
(with the exception of a few such as those for orthopaedic and rheumatic 
children, which are hospitals) should be part of the education department; the 
school medical officer will act in an advisory capacity, being intimately concerned 
with the admissions and discharges of children. 

Child guidance centres must be regarded as a part of a wider system for 
guiding parents in child management, in which school teachers, school nurse- 
health visitors, and school doctors must play their part; it should cover the whole 
child population including pre-school age. The centres should be concerned with 
children who have been referred through the school medical officer if they are 
to maintain a high level of efficiency. The modern approach to child guidance 
demands the services on the staff of the school medical officer of a child guidance 
psychiatrist and psychiatric social workers, with the assistance of a psychologist ; 
the latter can be on the staff of the school medical officer or, where also engaged 
in educational psychology, may be seconded to the child guidance work from 
the staff of the education officer. Hostels for maladjusted children should be 
under the clinical guidance of a visiting child-guidance psychiatrist. Speech 
defects are an important contribution to maladjustment and their remedy, as 
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now, should be the concern of the school health service. Treatment by speech 
therapists on the staff of the school medical officer can best relate the work 
to educational problems in school. In general, this is the most satisfactory 
manner to employ the present limited number of speech therapists and is 
preferable to treatment in out-patient departments associated with hospitals. 

The design and siting of school buildings is left very much to the discretion 
of the architect and the medical officer is at present usually consulted on minor 
matters about medical inspection rooms, rest rooms, etc. He should have very 
much more to say in the siting and design of school buildings, furniture and 
equipment. In the past classroom design and equipment left a great deal to be 
desired and we are still suffering from it and are likely to continue to do so 
for many years to come. On the question of siting, this is to a great extent 
dependent upon the size and type of schools needed; nevertheless, the opinion 
of the Medical Officer of Health should be sought on the healthy aspect of the 
site and such matters as the future planning of multi-clinics and health centres, 
etc., in relation to the school population. 

What has been said of medical work in schools applies with equal force 
to dentistry. The school dental service must be preventive in outlook. Routine 
inspection and treatment of teeth should aim at securing a healthy mouth for 
the adolescent and adult. It must be conducted as part of the school system 
with the sympathy, understanding and collaboration of the teaching staff. It 
would be a disadvantage to substitute any form of dental care which, by its 
separation from the schools, limited its preventive influence. In the main, this 
means that school dentists should be employed whole-time on the staff of the 
school medical officer, with the assistance of a senior school dental officer to 
co-ordinate the service and maintain high professional standards. The advantage 
of maintaining dentists with a preventive outlook with an attachment to the 
special form of work with children, which requires patience and leisure, is 
inestimable. The school dental service should employ specialist officers for 
orthodontics. 

The National Health Service Act, which established free dental treatment 
for all before a sufficiency of dentists existed, has done great harm to our school 
dental service. This has been aggravated by the sharp contrast between rates of 
pay for school dentists and those in the National Health Service. In the West 
Riding the school dental staff has fallen from 64 to 30 and large parts of the 
County now have no service at all. A further bad sign has been the increasing 
proportion of extractions and a corresponding decline in conservative work by 
the remaining dentists. It is sad to see a fine preventive service crumbling 
away. This particular and unexpected side effect of the National Health Service 
Act has caused widespread national alarm but, so far, no solution or even allevia- 
tion. Nor is it now considered practical politics to make any adjustment of salary 
of sufficient size to remedy the discrepancy. In the light of this the report of the 
‘New Zealand School Dental Nurses’ scheme (London—H.M. Stationery Office, 
1950) will need to be studied very carefully in this country. 

These are some of the outstanding problems which concern the school child 
as a member of a susceptible group with whose health and welfare the Medical 
Officer of Health must be increasingly concerned. 
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A YEAR ago, at Halifax, I described for this group the work of one agency, 

and that our own, dealing with the international training of health 
workers. I told of the steps we were taking, both in the United States and 
abroad, to meet the need in so many countries for more and better trained 
workers in the various fields of public health. 

Today I shall bring to you a broader discussion of international cooperation 
in the training of the needed health workers, describing the leading activities 
and pointing out the trends. 

Public health is growing incredibly rapidly all over the world. It is 
reaching into far corners and lands that never saw it before. In countries like 
yours and mine it is extending into new fields, like mental hygiene, housing, 
and chronic diseases. Thousands and thousands of people, trained and half 
trained and untrained, are working in public health. There are demands today 
for thousands more, in new lands, in new fields, and indeed for vacancies in 
old, established staffs. We wonder sometimes if in our generation the supply 
will catch up with the demand, anywhere, or for long. 

If we are concerned with the health conditions in another country—and 
today it is more and more taken for granted that we are—then we are interested 
in how its needs for trained health workers are to be met. For without workers 
the work will not be done, and without training it will be done poorly and 
weakly and inefficiently. 

In this discussion, the term “health worker”’ is not restricted to the health 
officer, the public health nurse, the sanitary engineer, the laboratory worker, 
and other flesh-and-blood members of the staff of the health department and 
the voluntary agencies. It means, rather, everyone who is working in the 
broad fields of health. It includes the doctor and the nurse, the dentist, engi- 
neer and veterinarian, whether he is practising or teaching or doing research. 
All of them add their share to the community’s health. How are we to get 
more of them, and better trained? 

In my opinion, the basic training of each of these workers, doctor, nurse 
and so forth, should be given in his home country or close by. Economy is 
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one reason. Travel costs money and living in the older centers is more ex- 
pensive. Nearby medical schools train the student in diseases he will meet in 
practice. In many countries with strong medical schools the demand for 
doctors is so great that the schools are unable to admit more than an occasional 
student from abroad. This is equally true of dentistry, somewhat less the case 
in nursing or engineering. Lack of training in a foreign language is a handicap 
or a barrier to many. Furthermore, basic training takes time. A medical 
course in the United States or Canada may require eight or ten years. Some- 
times a foreign-trained physician has found adjustment to conditions on return 
home a bit long and painful. 

The corollary to this situation is that we should make every effort to help 
the schools of basic training abroad. Exchange of professors is one of the best 
methods. A sound person from a leading medical center can go abroad to 
spend three months, or one year or two, at some school, while one of its staff 
comes to take advanced work or to observe teaching methods here. The 
Rockefeller Foundation has been doing splendid work in this way for years. 
There is plenty of opportunity for other organizations to follow the example. 
In many countries our Fulbright grants are available to do just this. Visiting 
lecturers, such as our Department of State or the British Council send out for 
shorter periods, are also helpful. 

Once a school wants to improve, ways such as these can be found to help. 
How to create such a desire is another thing. The World Medical Association 
is naturally interesting itself in standards of medical education everywhere. 
The World Health Organization is interested too, but has other and more 
pressing questions. The Council on Medical Education of the American 
Medical Association has begun to gather information on foreign medical 
schools, both to judge applicants for postgraduate study and to advise the 
state boards of medical licensure. Eventually a very natural desire to be ap- 
proved by such agencies coupled with contacts with advanced medicine will 
serve as a stimulus to various medical schools. Given the desire, help can be 
found. 

Some countries, in their present state of development, are too small today 
to support a medical school. A still larger number of countries do not now 
have a school of engineering or of dentistry or of veterinary medicine. Does a 
dental school, for instance, exist today in the area between Manila and Cal- 
cutta, save in Chengtu, in West China? Some countries can and should support 
a professional school themselves. In other instances regional schools should 
spring up to serve more than one country. The medical school of the American 
University of Beirut has served the whole Middle East for some time in this 
way. The new medical school at Ibadan, in Nigeria, will train physicians for 
all of British West Africa and Liberia as well; the school at Jamaica all the 
West Indies. Regional schools would be today the only means of training 
engineers, dentists or veterinarians in several parts of the world. 

A regional school, even though privately managed, should have substantial 
support from the countries whose students it is to train. It may also be 
assisted by WHO, or some group of governments such as the British Common- 
wealth or the French Union, or by the United States, or by a private phi- 
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lanthropy. More regional schools should spring up soon to help meet the need. 

There are good, or fairly good, schools of basic nursing in many parts of 
the world where medical schools have not yet appeared. Still other countries 
have more medical schools, however weak, than they have schools of nursing, 
for modern nursing is comparatively young, certainly younger than modern 
medicine. While girls from abroad can be trained in fairly substantial numbers 
in the United States or Canada, every country should have an increasing 
number of good schools of nursing within its own borders. Such a program, 
in turn, calls for support and guidance from countries with well-developed 
nursing education, for visiting teachers to spend several years abroad, for 
foreign fellowships to train graduates of local schools to return as teachers, for 
visits of observation for educational administrators. 

So much for basic or undergraduate training, which should be local in 
character, or as local or regional as possible. Graduate training is different, 
and other principles may apply here. Larger countries should be developing 
their own schools of public health or of public health nursing, as the Philippines 
and Siam have done. Ina sub-continent like India the existing schools should 
be enlarged and multiplied. In many places, however, regional schools should 
serve several countries. In Santiago, Chile, for instance, the schools of public 
health and of public health nursing receive students from neighboring Spanish- 
speaking countries. A school of public health has been proposed for Beirut, 
to serve the Middle East. 

The teachers in these schools should as far as possible have postgraduate 
training in the West. The honor graduates, who will in all probability be the 
leaders in public health in their countries, should continue to be sent abroad, 
for observation or further study. In addition, graduate students from many 
parts of the globe where local or regional facilities have not yet appeared will 
still come to the schools of North America. In the foreseeable future no dimi- 
nution would be expected in the numbers of foreign health workers at Toronto 
or our own schools of public health. The total number in training all over the 
world will greatly increase. Our percentage of that total will go down, but the 
actual numbers from abroad in our schools will probably go up. 

These schools of public health being set up around the world will profit 
particularly by visiting lecturers, or professors on sabbatical leave. 

When we think of postgraduate training of clinicians, teachers, or research 
workers, it is evident that visits to selected centers in other countries, whether 
for observation or for formal study, are extremely valuable. For generations 
many of our own leading physicians have studied in medical centers in London, 
Paris, Vienna, or Berlin. While basic training may best be local, postgraduate 
education, whether in clinical fields or in methods of teaching, should always 
be available internationally for the leaders of the profession. What is true in 
medicine applies in a greater or lesser degree in the allied professions in the 
field of health. 

Since the war a flood of people have been coming from other countries to 
the United States to observe or to study. The Institute of International Edu- 
cation reported last year some 26,000 foreign students in our colleges and 
universities. This does not include those gaining experience in hospitals, 








Jan. 1951 TRAINING OF HEALTH WORKERS 21 


laboratories, or factories, or travelling about and observing. Your embassy 
in Washington estimates that some 25,000 Canadians are studying on our side 
of the line. 

Recently we have had an opportunity to set up a registry of health workers 
from abroad who are doing postgraduate work in the United States. This 
includes all kinds of public health workers, clinicians, teachers in health fields, 
research workers; whether they are taking formal courses, serving as interns 
or residents, getting in-service training in laboratories, research institutions, 
etc., or travelling about, watching surgical operations or the operations of health 
departments. We are asking whence they come, who brought them, what and 
where they study. We hope by studying this register to get some idea of trends 
and unmet needs abroad. 

Our enquiries are only beginning, but it is already evident that both the 
number and the variety of such postgraduate students are larger than we had 
realized. It appears that the total number for one year may exceed 1,200. 
Many, especially the clinicians, come at private expense. The number of 
organizations found bringing health workers here may reach 50, in addition to 
60 or more embassies, and 30 foreign mission boards. There are some 9 Federal 
agencies. Among private organizations, aside from names that will occur to 
you readily, like the Rockefeller Foundation, let me mention at random the 
American Association of University Women, International Rotary, the Scandi- 
navian-American Foundation. We hope to have a detailed study for 1949 
ready before the end of this year. Of the total number coming to the United 
States perhaps only a third visit our office, but last year these came from 50 
countries. The number this year will be larger. 

Our people too are convinced of the value of foreign travel and study. 
I have mentioned the tradition among our clinical leaders. Until recently it 
has been harder for a public health worker or an educator, working on a salary 
at a modest level, to find such an opportunity. Now the WHO fellowships 
are open to our citizens too, and there has been considerable interest. Our 
Fellowship Selection Board last March considered 55 applications and made 
some excellent selections, all for two or three months of travel. The Fulbright 
boards last fall considered some 75 applications on the postdoctorate level in 
the field of health, and made seven awards for longer study in universities 
abroad. 

It is evident that every one of our people who goes abroad, whether to 
study or to observe for himself or to serve as an exchange professor, brings 
back a great deal to enrich our work. If he is a health officer, he notes methods 
he can use at home. He is also prepared to greet the foreign visitor with greater 
understanding and friendliness. If he is a teacher, his contributions to his 
students are enriched. For his foreign students he now has a much better idea 
of the conditions under which they will work at home, and can teach and advise 
them better. 

Last February an expert committee of the World Health Organization, on 
Professional and Technical Education of Medical and Auxiliary Personnel, 
met in Geneva. Its members were deans of schools of public health from four 
continents, professors in medical schools, and a director of public health 
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nursing. The committee considered its subject widely, and made many 
comments and recommendations. It even made a tentative outline of a 
program for the next five or ten years, a program which brings up most of the 
points which we have just been considering. 

Two of its specific recommendations call for special mention. ‘‘It desired 
to draw particular attention to its view that specialists in the various fields of 
preventive and social medicine should have passed through a basic training 
in public health. ...the committee expressed the unanimous opinion that 
fellowships in special subjects should be given on the understanding that they 
were part of a general public health training.... While the more fully 
developed countries had been faced with very difficult problems of over- 
specialization the risk was even greater in the under-developed countries where 
specialists might arise without any basic training at all. There was just as 
much need for a balanced postgraduate training in public health as for balance 
in the undergraduate curriculum.’ I am sure that our educators will agree 
with this. 

In summarizing its feeling on fellowships, the committee further said: 
“The fellowship program, whereby selected students are given an opportunity 
for study and training in other countries, is rightly considered one of the most 
valuable means of promoting international understanding and of developing 
improved medical and health standards of all nations. The committee affirms 
its belief in the great value of such fellowships and recommends that the 
program be given a high priority in the allocation of funds.” 

For the past year the United Nations, the World Health Organization and 
other specialized agencies, and various governments have been discussing plans 
for cooperation to aid more rapid advance in under-developed areas. The 
time of action seems now approaching. Yesterday, in New York, the morning 
paper announced that both Canada and the United States had pledged sub- 
stantial sums for such aid. In every plan, the training of health workers has a 
leading place, for the need is seen more clearly than ever. Every method 
outlined here will play its part, and make its contribution. 

Here in Canada I am sure that the same main currents in international 
relations which I have been discussing would be found flowing. You have 
made significant contributions to the staff of WHO. Many of your people 
have come south of the border for training—and some have stayed. Canada 
has close connections with the countries on the Caribbean. Here at Toronto 
you fill a unique role in caring for the students in public health from other parts 
of the British Commonwealth. I remember representatives of New Zealand, 
Sierra Leone, and Malaya at different times. Perhaps you are continuing in 
public health your old role of interpreting the United States and the Common- 
wealth to each other. Today the world needs interpretation, and friendliness. 
We can be glad that international cooperation in the field of health is so ex- 


tensive and fruitful. Perhaps such cooperation will soon extend into still 
other fields. 











Studies on Passive Immunity in Poliomyelitis 


I. Some Observations on the Production of an Immune Serum to Lansing 
Poliomyelitis Virus in the Horse* 


A. J. RHODES, M.D., F.R.C.P. (Edin.), 
EINA M. CLARK, B.Sc., M.A., 
and 
F. T. SHIMADA, B.A. 


Connaught Medical Research Laboratories, University of Toronto 


YONSIDERABLE interest has lately been taken in the prophylaxis of 
neurotropic virus infections with immune serum. It has been shown, for 
example, that the administration of specific antiserum in experimental animals 
exerts a prophylactic effect on infection with the viruses of rabies (1, 2), 
herpes (3), and lymphocytic choriomeningitis (4). 

In regard to poliomyelitis, although prophylactic administration of serum 
in monkeys appears to be of little value, definite protection has been demon- 
strated in mice inoculated with Lansing virus (5, 6). 

Various recent developments have emphasized the desirability of further 
investigation of this problem and this has been rendered easier by the general 
acceptance of the Lansing strain as a typical member of the human polio- 
myelitis group of viruses. 

The first of these developments has been the demonstration that anti- 
serum to Lansing virus can be readily produced in the monkey and that 
relatively high antibody levels develop after a short course of injections 
(7, 8, 9, 10). 

Another development of possible importance arises out of work with rabies, 
in which it was shown that virus incorporated in paraffin-oil adjuvant (without 
mycobacteria) was an effective antigen and stimulated antibody production 
(11, 12). Work with poliomyelitis antigen incorporated in adjuvant has 
already shown that high antibody levels may follow the use of this material 
as an immunizing agent (13). 

The significance of serum antibody in immunity to poliomyelitis is under- 
lined by the demonstration of a close correlation between serum antibody level 
and the degree of resistance of vaccinated monkeys to cerebral challenge (10). 
It would appear possible, therefore, that passive immunity could be induced 
in monkeys inoculated with a serum or serum derivative of potency sufficiently 
high to raise the serum antibody level to significant titres. 

Newer knowledge of the means of refining immune serum has increased 
the hope that a potent preparation containing antibody for poliomyelitis virus 
may be obtainable. Of particular interest is the demonstration that in human 


* Aided by a Grant from The National Foundation for Infantile Paralysis. 
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serum, poliomyelitis antibody is associated with the gamma globulin fraction 
(14, 15). The preparation of a gamma globulin fraction from an immune 
serum should result in at least a tenfold concentration of antibody. 

Making use of the above-mentioned developments, we are engaged in 
these laboratories in a study of methods of production of immune serum to 
the Lansing strain of poliomyelitis virus in monkeys, rabbits, and horses. This 
first paper of a series describes our experience in the immunization of horses, 
and gives the details of technical procedures common to several immunization 
programs. 

Horses were included in this study since it appeared probable from the 
work of earlier investigators who used monkey pathogenic strains of polio- 
myelitis virus that antibody would develop quickly and might be maintained 
at a high level. If these observations could be confirmed with the Lansing 
strain, using the more accurate methods of antibody estimation now available, 
it appeared that a ready source of large quantities of antiserum would be 
available. Such a serum could probably be fractionated and the antibody 
content per unit of fluid thereby increased. The relative freedom of horses 
from infection presented another advantage, in particular as compared to 
monkeys kept for long periods. It was hoped that poliomyelitis antibody 
(horse) might be of value in a study of experimental passive immunity, es- 
pecially in the monkey, for large quantities would be needed for carefully 
controlled experiments. 

Finally, if any question should arise of human trials of poliomyelitis 
immune serum, it would obviously be of interest to know if such a serum could 
be obtained from horses. The disadvantages of administration of horse pro- 
teins to humans could conceivably be lessened or even overcome by the appli- 
cation of some improvement in fractionation. 


PREVIOUS WORK ON IMMUNIZATION OF HORSES 


About 20 years ago it was shown that horses could be immunized with 
poliomyelitis virus and that a significant level of neutralizing antibody developed 
(16, 17, 18, 19, 20, 21). The strains of virus used were those infecting monkeys, 
so that antibody tests had to be carried out by the inoculation of virus-serum 
mixtures in monkeys. By present standards these tests were inaccurate, and 
it is difficult to assess the potency of the sera obtained in these earlier series of 
immunizations. The horses were inoculated repeatedly by the intramuscular, 
intravenous, subcutaneous or intradermal routes, usually with a filtered sus- 
pension of monkey brain and cord. It was noted that anaphylactic reactions 
might occur, and some animals died. The results of fractionation suggested 


that the antibody was rather generally distributed through the serum pro- 
teins (22, 23). 


TECHNICAL METHODS 


Throughout this work, the technical methods relating to the preparation 
of poliomyelitis virus ‘pools’ and the conduct of virus neutralization tests 
have followed closely those employed by the Johns Hopkins group in their 


extensive studies on immunization and infection of monkeys (7, 9, 10, 24, 25, 
26, 27, 28, 29). 
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Horses 


Three healthy horses were selected for this work. They were specially 
purchased and had not previously been used for the preparation of antisera. 


Preparation of Virus for Immunization Program 

The horses were inoculated with several ‘‘pools” of virus prepared from 
the cervical and lumbar enlargements of the spinal cords of monkeys develop- 
ing paralysis after thalamic inoculation with various dilutions of Lansing virus. 
The monkeys were killed on the first day of paralvsis; the enlargements were 
dissected free of membranes, removed, and held in the frozen state until 
enough had been collected to make a pool. The nervous tissue was then placed 
in a chilled Waring blendor, which was run intermittently for short periods, 
small quantities of chilled distilled water being added until the suspension 
appeared smooth and free of large particles. The final percentage of nervous 
tissue in the suspensions was usually 20 per cent. The pools were distributed 
to ampoules or more usually small screw-capped vials and stored in the carbon- 
dioxide ice chest. Most of the pools used in the immunization of horses were 
not specifically titrated for virus content. However, at the same time as this 
work was in progress, larger pools prepared by similar methods for the im- 
munization of monkeys were titrated by the thalamic injection of serial 
dilutions in groups of + or more monkeys. These pools had PDs5.* values of 
from over 10~*° to over 10~*°, with the single exception of the first pool 
prepared in this study (#1), which was of lower virus content (PDs. between 
107°: and 107**°). The essential details of preparation and potency of the 
pools used in the immunization of horses are shown in Table I. 


























TABLE I! 
Poots oF LANSING _Virus UsEp FOR IMMUNIZATION OF HORSES 
Numbers of 
Pool 2 Inoculum Used Monkeys Pool Prepared PDs Value 
“ in Monkeys Yielding | as in Monkeys 
Cords 
| a 
1 Te monkey cord 20 20° suspension Between 
500) in water 107?-° and 
1073-0 
3 Dilutions . Lansing 9 20°% suspension Not 
Pool #1 in water determined 
4 Dilutions of Lancing 9 20°@ suspension Not 
Pool #2 in water determined 
ae Dilution of Dileden ef Lamieg | 20 25°¢ suspension Between 
Pool #2 in water 10-*-5 and 
(1:100) 100) 10-*-° 
6 Dilutions sof Lansing Lansing 8 20°% suspension Not 
1 25 in water determined 
8 Dilution of Lansing 32 25° suspension 1073-4 
Pool #7 in water 
| (1: 100) 








“ T he dose paralyzing 50 per cent of inoculated monkeys. 
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Horse #2465 was inoculated with virus pool diluted in distilled water. 
Horses #2463 and 2464 were inoculated with virus pool incorporated with 
paraffin oil and Arlacel to yield a final 10 per cent concentration of nervous 
tissue (13). 

The injections were given intramuscularly deep in the shoulder or neck 
muscles in a number of adjacent sites, at repeated intervals, usually from 2 to 
4 weeks; the doses were progressively increased. Horse #2463 received a total 
of 12.4 gm of nervous tissue in 10 injections over 13 weeks. Horse #2464 
received 11.525 gm in 9 injections over 13 weeks. Both these horses died. 
Horse #2465 has received to date 34.525 gm of nervous tissue in 17 injections 
over 43 weeks. 


Bleedings 


Either small test or larger bleedings of some litres were taken at periodical 
intervals from the veins in the neck. Blood was also taken before the immuniz- 
ation was commenced. Serum was separated for us by Dr. E. G. Kerslake, 
Veterinarian, Connaught Medical Research Laboratories, by methods custom- 
ary in serum laboratories. Serum was held frozen in an electric ‘‘deep freeze”’ 
refrigerator, no preservative being added. 


Technique of Neutralization Tests 
Mouse Pools 


This work has been carried out partly with a pool known as mouse pool 
#1, and partly with mouse pool #2. 

Mouse pool #1 was prepared from the spinal cords of 97 mice inoculated 
with Lansing virus in the form of mouse central nervous system kindly sent by 
Dr. Howe. The mice were inoculated cerebrally with 0.03 ml of varying 
dilutions of nervous tissue. Those becoming paralyzed between the 2nd and 
12th day after inoculation were sacrificed by etherization, and the brain stems 
and spinal cords removed and stored frozen. The pool was prepared by 
grinding the tissue in a TenBroeck mortar and subsequently running in a 
chilled Waring blendor. The nervous tissue was suspended in 0.85 per cent 
saline to a final concentration of 20 per cent. After centrifugation at 1,500 
r.p.m. for 5 minutes, the supernatant fluid was distributed to ampoules which 
were stored in the carbon-dioxide ice chest. 

Mouse pool #2 was prepared in the same way as pool #1 from the cords 
of 301 mice inoculated and harvested as above. 

During the conduct of our work on the immunization of animals, both 
pools have been titrated on numerous occasions by the cerebral inoculation 
(0.03 ml) of suitable dilutions of pool, usually from 10~?:7 to 107*-7 in groups 
of 8 or 10 male mice, 12 to 14 or 14 to 16 gm weight. The mice were observed 


for a period of 4 weeks after inoculation and deaths were recorded daily. The 
LLDs0 value of the virus suspension used in each titration was determined by 
plotting the probits of the percentage mortality of the mice in each group 
against the corresponding logarithm of the virus dilution inoculated, drawing a 
straight line between the points, and reading off the probable dilution at which 
50 per cent mortality might be expected. 
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In order to arrive at an estimation of the cumulative LDso titre of the 
mouse pools, a similar calculation was made using the cumulative mortalities 
in the total number of mice inoculated with any given dilution of pool. These 
figures are shown in Table II. 

The cumulative LDso value of mouse pool #1 calculated from the above 
figures was found to be 10~*-®, and of mouse pool #2, 107*:*. Mouse pool #2 
is still in use and the final cumulative figure will probably be slightly different. 


TABLE II 
TITRATION OF MousE PooLs IN MICE* 


Dilutions of | Mouse Pool #1 














| __ Mouse Pool #2 Mouse Pool #2 
Nervous SE ee ee 
_ Tissue Number of | Mortality as Number of Mortality as 
in Logarithms Mice Dying __ Percentage | Mice Dying _ Mice Dying Percentage 
1071-7 37/40 92.5% | 
1072-2 39/41 95% 
1072-7 376/425 88.6% 241/261 92.4% 
1073-2 405/474 70.6% 320/402 79.6% 
10°3-7 356/584 61.0% 250/427 60% 
10-*-2 159/362 44.0% , 140/362 38.7% 
10-*-7 76/248 30.6% 71/273 26.0% 
1075-2 3/20 15. 0% 33/200 16.5% 
a onieeenianaesaenaorellsnntceeabtenananiaaliiiaianenieonbsl Ne 
Calculated | 104-9 1073-98 
L 50 | 





*Dilutions inoculated cerebrally (0.03 ml) in groups of 8 or 10 mice per dilution. 


Procedure of Testing for Antibody 


The sera to be tested were thawed and tenfold dilutions prepared in saline. 
According to the expected level of antibody in the sample, the serum dilutions 
ranged from ‘“‘neat’’ to 10-5". The contents of an ampoule containing virus 
pool were then diluted so that the final concentration of infected cord in the 
virus-serum mixture would be 10~?-7. In the case of pool #2 this diluted material 
was centrifuged at 1,500 r.p.m. for 3 minutes to deposit visible particles. The 
average amounts of virus inoculated in each mouse were therefore 21 LD5o 
(pool #1) or 17 LDso (pool #2). Equal volumes of virus suspension and serum 
dilutions were mixed and held at laboratory temperature for 30 minutes to 
1 hour. The process of inoculating mice was then started and this usually 
occupied 1 to 2 hours. Mice (14 to 16 gm or 12 to 14 gm males) were injected 
cerebrally (0.03 ml) in groups of 8 or 10 per dilution of serum. 

As controls, dilutions of the virus suspension in saline were titrated in 
mice, so as to check the amount of virus present in the virus-serum mixtures. 
If the estimated LDso value appeared to be substantially different from the 
cumulative, as happened occasionally, tests performed on such a day were 
repeated. 

All mice were observed for 5 weeks, and deaths recorded daily. More 
recently a four-week period of observation has been found sufficient. Deaths 
occurring on the day after inoculation were not counted as specific. The 50 
per cent protective (neutralizing) capacity of the serum was then determined 
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by the graphic method described above. Titres of serum were expressed in 
terms of that dilution of serum before admixture with virus that gave 50 per 
cent protection against death from Lansing virus infection. For example, if 
50 per cent of mice were protected from death when inoculated with the mixture 
of equal parts of virus suspension and serum diluted 10~*-°, the serum titre was 
taken as 10~*-° or 1:1000 even though the final dilution of serum in the mixture 
inoculated in the mice was actually 1:2000; this follows the convention used 
in Morgan’s report. 

It may be stated that these tests with horse sera represent only a very 
small percentage of the neutralization tests that have been carried out with 
the above-described technique in our laboratories. At the same time as these 
tests were being performed, numerous titrations of human, monkey, and rabbit 
serum were also being conducted. The horse sera were usually tested in batches 
along with other sera, so that the results were well controlled. 


RESULTS 


The results of immunizing three horses with poliomyelitis virus in the form 
of monkey cord suspension, either plain or incorporated with adjuvant, are 
shown in Table III. 

It will be seen that both horses inoculated with monkey cord in adjuvant 
died. Horse #2463 was noted in week 12 to have developed a large abscess at 
the site of the intramuscular injections. In week 13, the animal was very weak 
and fell down. The hind legs were thought to be weak, and the fore legs were 
stiff. There was a severe local reaction in the neck and shoulders. The horse 
died in week 14. Large quantities of sterile pus and necrotic muscle tissue were 
present in the neck and shoulder. The kidneys and liver showed toxaemic 
changes. Histologically, there were no striking lesions and in particular there 
was no evidence of demyelinating encephalitis. 

The course of events with horse #2464 was closely similar. In week 12, 
large abscesses appeared at the sites of injection. In week 13 the forelegs were 
stiff, but the animal showed no evidence of nervous involvement. The horse 
was found dead one morning in week 17. No definite abnormality could be 
detected in gross or microscopic specimens. The cause of death of these animals 
was not determined, but was presumably associated with the inoculation of 
foreign nervous tissue. Both these animals responded by the development of 
some antibody but the level fell before death. 

Considerably more satisfactory results were obtained with horse #2465, 
which was inoculated with monkey cord suspended in water only. From week 
10 onward, the antibody titre has been consistently above 10~*-° and reached 
10~*3 in week 38. In retrospect, it is evident that an unnecessarily large 
amount of virus was given to horse #2465. For example, although no antigen 
was given in weeks 14 to 18 inclusive, the antibody titres were 10~*-! in week 
14 and 107-5 in week 19. Even more striking evidence of the tendency for 
Lansing neutralizing antibody levels to remain raised was found later. No 
virus was given from weeks 22 through 30, yet the antibody titres in weeks 21 
and 35 were 10~*-® and 107*:5 respectively. 
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DISCUSSION 


Of the three horses inoculated with Lansing virus in the form of monkey 
cord suspension, all developed some neutralizing antibody. The results did 
not suggest that levels were any higher in the animals receiving virus in 
adjuvant than in the horse receiving virus in water only. Both horses inocu- 
lated with virus in adjuvant developed very severe local reactions with much 
necrosis of muscle tissue, and died in the 14th and 17th weeks respectively. 
On the contrary, the horse inoculated with virus in water remained in good 
health and was continued on immunization for 43 weeks. The antibody re- 
sponse was good in this horse, titres of 10~*-° and better being found constantly 
from the 10th week onward. It is probable that the antibody titre will not rise 
very much above the figure of 1048 reached in week 38. However, if in future 
it proves possible to concentrate the virus and free it of extraneous nervous 
tissue, a better antibody response may be elicited. The antibody levels reached 
are as high as usually obtainable in monkeys even after repeated dosage of 
virus. A particularly satisfactory finding was the fact that the antibody level 
seemed to be well maintained during rest periods. 


Large quantities of immune horse serum are stored frozen and attempts 
at fractionation are envisaged. 


SUMMARY 


1. Three horses have been immunized by repeated inoculations of Lans- 
ing virus in monkey cord. 

2. Two animals received repeated intramuscular injections of monkey cord 
incorporated in paraffin-oil adjuvant. These animals developed some antibody 
but the level was not higher than reached in the third animal immunized with 
monkey cord in water only. 

3. Both horses inoculated with virus in adjuvant died, in weeks 14 and 
17 respectively. There was extensive local destruction of muscle tissue but no 
evidence of allergic encephalomyelitis could be found. 

4. The animal immunized with virus in water was in good health after 
receiving a total of nearly 35.0 gm of cord in 17 injections over 43 weeks. 

5. This animal developed satisfactory levels of neutralizing antibody. 
The 50 per cent protective capacity of the serum from week 10 onwards did 
not fall below 10~*:!. In week 38 the 50 per cent protective point of the serum 
was 10743, a level comparable with that reached in monkeys subjected to 
hyperimmunization. 


6. Antibody level was well maintained during rest periods. 
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Environmental Sanitation 


J. R. MENZIES, B.A.Sc., O.L.S., C.E. 

Chief, Public Health Engineering Division 

Department of National Health and Welfare 
Ottawa, Ontario 


: a recent report by the Expert Committee on Environmental Sanitation of 

the World Health Organization the term “environmental sanitation”’ is de- 
fined as ‘‘the control of all those factors in man’s physical environment which 
exercise or may exercise a deleterious effect on his physical development, 
health, and survival’’. 

From this definition it is apparent that this is a very broad subject indeed. 
Just how great is its scope will be better understood by referring to the same 
report which lists eight lines of endeavour which must receive attention. They 
are defined as the control of: 

‘‘(a) Methods for the disposal of excreta, sewage, and community wastes 
to ensure they are adequate and safe; 

‘(b) Water supplies, to ensure that they are pure and wholesome; 

‘“‘(c) Housing, to ensure that it is of a character to 

(i) provide as few opportunities as possible for the direct trans- 
mission of disease, especially respiratory infections; and 
(ii) encourage healthful habits in the occupants; 

‘“‘(d) Milk and other food supplies, to ensure that they are safe (the 
question of their nutritive quality being excluded from consideration) ; 

‘“‘(e) Personal habits of cleanliness and of good public taste in relation to 
disease ; 


“(f) Arthropod, rodent, mollusc, or other alternative hosts of human 
disease ; 

‘“‘(g) Atmospheric conditions, to ensure that the external atmosphere is 
free from deleterious elements and that the internal conditions of workshops, 
houses, etc., are suitable for the occupations undertaken in them; 

‘‘(h) Factories, workshops, dwellings, streets, and the general environ- 
ment, to ensure freedom from risk to health whether mechanical, chemical, or 
biological, and to provide the best working and living conditions.” 

Briefly stated, environmental sanitation means the control of waste dis- 
posal, water, milk and food supplies, living conditions, and means of trans- 
mitting disease, including personal habits of cleanliness. 

Every citizen is, or should be, vitally interested in the efficiency of these 
control measures, and a surprisingly large variety of professions and trades are 
involved in maintaining reasonable standards. The following might be 

Presented before the Sanitation Section at the thirty-eighth annual meeting of the Canadian 
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mentioned: engineers, usually classified as public health engineers or sanitary 
engineers; doctors, especially medical health officers; veterinarians, bacteri- 
ologists, biologists, entomologists, sanitarians, sanitary inspectors, nurses, 
farmers, dairymen, plumbers, teachers, water treatment and sewage treatment 
plant operators, and many others. 

You may have noticed that the public health engineer was placed at the 
head of the list. That may seem presumptuous, but a review of the factors 
involved in environmental sanitation, as related to the responsibilities of the 
various branches of human endeavour which have been mentioned, seems to 
justify that location. 

What really matters, though, is the overall results being obtained by all 
those persons who, in one way or another, are contributing to improved living 
conditions, better quality foods, and improved methods of waste disposal and 
water treatment, with attendant reductions in the incidence of disease and 
death. Many figures could be quoted which would seem to imply that the 
public is receiving an excellent return for its expenditures on health. Certainly 
the cash outlay is small in comparison to other demands made on the family 
income. For example, there are schemes which provide hospital and other 
care during severe illness for two or three dollars a month per family, while 
the same family will spend twice that amount each week for gasoline if they 
drive an automobile. 

It would be interesting to know what future generations will think of our 
efforts. Our complacency in some fields of endeavour would, no doubt, receive 
a severe jolt if we could compare results with what would be considered reason- 
able fifty years hence. 

A recent estimate indicated that roughly five million Canadians use water 
which is filtered and chlorinated, while an additional two million use water 
which is chlorinated only. Admitting that these figures may not be very 
accurate, it means that nearly half of our citizens use raw water. Those of 
you who are familiar with the farm and village well can appreciate the sig- 
nificance of these figures. 

Data on waste disposal are even more alarming. Approximately two 
hundred communities in Canada are served by sewage disposal plants and many 
of these are overloaded or serve only a part of the adjacent population. This 
does not take into account the numerous sewage treatment plants on Federal 
property such as airports, National Defence camps, etc., but does indicate that 
very little is being done to keep raw sewage out of our lakes and streams. The 
same statement could also be applied to industrial wastes. Only the great size 
of our country and the abundance of surface water, in most areas, has post- 
poned the day of reckoning so far as sewage disposal is concerned. Satisfactory 
treatment processes are well known but the taxpayer is reluctant to add to 
his cash outlays. 

Another phase of public health work which seems to lag far behind existing 
knowledge is milk handling. Does it not seem strange that only two of our 
ten provinces have compulsory pasteurization in urban areas? Some other 
provinces have legislation which permits the municipality to pass by-laws 
requiring pasteurization, but this seems like a “‘weak sister’’ approach to the 
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problem of safe milk supplies. Too often the people who should be best in- 
formed regarding the protection afforded by this process are the ones who dis- 
courage it. Too often, only a severe epidemic, such as the 1927 occurrence in 
the City of Montreal, is required to bring about improvements. 

A phase of environmental sanitation which is receiving commendable 
attention has to do with conditions in food-handling establishments. Im- 
provements have been remarkable, in many instances, but anyone who is 
familiar with desirable standards still finds it difficult to locate a place where 
full compliance is being achieved. Too little attention is paid to the cleanliness 
of equipment and utensils. As an example of the extremes to which poor 
housekeeping can contribute, a report was recently received of a meat-chopping 
block in a large hospital which had a bacterial plate count of 500,000 per 
square inch! 

Changes in housing usually come about rather slowly, but this tendency 
to cling to old styles and building methods has not been so apparent in recent 
years. The partially cured lumber which was so frequently employed in recent 
years has no doubt contributed a good deal in the way of ventilation and the 
increased use of insulation has benefited the householder in regard to comfort 
and fuel costs, but there have not been many improvements in those factors 
which are related particularly to health. Not very many modern homes are 
provided with equipment for the control of humidity. Very little has been 
accomplished in the prevention of accidents in the home, although this phase 
of our subject is now receiving greater attention. Overcrowding, with its 
attendant opportunities for the transmission of disease, is still fairly common, 
especially among those sections of our population which cannot pay for the high 
costs of construction which now prevail. Many farm and suburban homes are 
without running water from a safe source and are served in many instances by 
primitive means of waste disposal. 

Atmospheric conditions, particularly in urban areas and near large in- 
dustrial developments, are creating problems of major importance as our 
population increases and tends to concentrate in the large cities. Disasters 
resulting from these conditions are not unknown but are, as yet, not common. 
Effects on health are not easy to determine and the economic loss from excessive 
amounts of sulphur dioxide in the atmosphere is probably colossal. Poisonous 
fumes are being discharged from some processing plants, and metallic poisons 
are widely distributed by such production units as smelters, if effective control 
measures are not employed. Atomic research has produced a whole new series 
of problems in environmental sanitation. The secrecy which surrounds much 
of this work makes it difficult for the public health worker to prepare himself 
for useful service to his community. 

Another field of endeavour which is not receiving very much attention is 
the control of rodents. It is fortunate that the diseases which are usually 
spread by rats are kept out of the country by effective quarantine action at 
our ports. Sporadic campaigns for the extermination of rats are organized 
from time to time in various communities and worthwhile results are achieved, 
but seldom are these results followed by continuous control measures. Usually 


it is only when rats become very numerous that a real effort is made to reduce 
their numbers. 
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Shellfish are other possible hosts of human disease and will be hazardous 
to the consumer so long as the growing areas are contaminated by sewage. 
Control over large-scale production is fairly good but the local resident or 
casual visitor is still likely to take clams, mussels or oysters from heavily 
polluted waters. Shellfish poisoning is a problem in part of the Maritimes and 
along much of our British Columbia coast. 

Disposal of garbage is primarily a concern of the municipality and one 
which frequently receives too little attention. It is difficult to get good co- 
operation from the householder in the wrapping of garbage and provision of 
closed metal cans. Collection methods in some communities tend to discourage 
the garbage-can owner. There are still far too many open dumps on the out- 
skirts of our urban areas which are an eyesore, a nuisance, and a breeding 
ground for flies and vermin. Not infrequently such dumps are located near 
railway lines so that passengers are welcomed to the city by an exhibit of tin 
cans and flying paper. Incineration and the sanitary fill provide good solutions 
to this problem. 

The points already mentioned affect our lives at work or play. What 
about conditions in factories and offices? It is believed that working conditions 
in factories have improved markedly in recent years. This is probably more 
apparent in the newer buildings where one is impressed by the good layout, 
cleanliness, good lighting, and neat, adequate sanitary facilities. Too often 
offices are located in old buildings which were never intended for that purpose. 
Overcrowding, poor lighting, and little or poor ventilation is frequently con- 
sidered normal. Desks are located without regard to the comfort and con- 
venience of the worker. All too frequently colour schemes are about the 
worst possible. Frayed tempers and weary bodies, strained eyes and shattered 
nerves are the inevitable results. 

All this may sound very pessimistic. We are certainly not one of the 
backward nations so far as environmental sanitation is concerned and have 
some good reasons for feeling proud of our progress. Certainly we have access 
to greater knowledge and better equipment than any of our predecessors. 
Where would we be without disinfectants, such as chlorine, refrigeration for 
our perishable foods, pasteurization for dairy products, filtration for highly 
contaminated water and methods for the safe disposal of infected wastes? 
All these are fairly recent developments in this field. Our population is well 
educated according to modern standards, and intelligent. Most of our popu- 
lated areas are in the temperate zone and consequently not subject to many 
diseases common to hotter climates. Have we not everything here that is 
needed for progress in environmental sanitation? The answer is, surely, yes. 
Then why are we not achieving better results than this brief review has at- 
tempted to outline? If there is one word which will suggest the solution, it 
must be EDUCATION. 

Most progress in health work is the result of a public demand for a service 
and payment must be made. Therefore, our citizens must be educated to 
understand the need for certain improvements. Only then will they pass the 
laws which will authorize the necessary expenditures. To many, these state- 
ments may not seem reasonable, and it is quite possible to make advances by 
more drastic methods. The newcomer to the field of environmental sanitation 
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is prone to favour the latter approach. He is convinced of the desirability, it 
may be the crying need, for a certain line of action. Why not make it com- 
pulsory? The worker who has had wider experience will be more likely to 
accept as best the slower but surer way of teaching the citizen what he should 
know about environmental sanitation, why it is desirable, and what he and 
his family may expect to gain by the change. Then only will there be a firm 
foundation which will support further advances. 

Who is to do this teaching? Can we depend, as is so frequently the case, 
on our public school teachers? Within the limits of their available time and 
training, yes. But there is still a wide range of knowledge which the student 
cannot be expected to understand even though the teacher, by extra effort, is 
possessed of the special knowledge. The children too are teachers, but the 
adult population must be convinced of the need for improvements. Is that not 
the duty of the public health worker just as much as the examination of this, 
that, and the other thing, to see if it meets certain regulations, requirements, 
or standards? Can we teach if we do not know the details as well as the 
fundamentals of our work? Not very effectively, and, besides, not all of us 
are fluent with voice or pen, not all of us have the ability to teach others. 
This is not now so essential since there are many other means of educating the 
general public, such as newspaper articles, advertisements, radio programs, 
posters, motion pictures and film strips. Most of these are getting wider 
distribution now than formerly and will undoubtedly produce worthwhile 
results if their appeal is good and the information authentic. But is it not 
important that our own qualifications be of a high order? Does our work not 
require special training which can only be acquired by strenuous effort and 
diligent application? This is evident by the increasing numbers of specially 
trained workers who are entering the field. 

The numbers of health workers with special training are increasing but 
are still far short of what would seem desirable in many sections of Canada. 
Too many individuals with specialized training are being lost to other fields 
of endeavour because of more attractive salaries or working conditions. Ina 
large country such as ours, with a comparatively small population, each 
worker in the field of environmental sanitation must cover extensive areas and 
be a specialist in many fields of knowledge. This can be somewhat embarrassing 
at times when contacting an expert in one field of endeavour. Nevertheless, 
it is difficult to think of another occupation which affords such an opportunity 
for worthwhile results, or one in which knowledge is expanding more rapidly. 
In what other activity can one meet so many classes of people, for disease does 
not differentiate between the rich and poor, the urban and the rural dweller? 

Canada has been fortunate indeed in the field of environmental sani- 
tation. The fact that we live in a temperate climate has made our tasks less 
difficult. Diseases which were at one time common are no longer regarded as 
serious. Malaria is a ‘‘tropical’’ disease to most of us, although, in some of 
our early settlements, pioneers knew only too well the effects of it. Typhoid 
fever formerly claimed many victims and is now comparatively scarce. Small 
outbreaks still occur here and there, usually because of carelessness or ignor- 
rance. These are a warning to beware of complacency. So long as carriers 
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exist, constant attention will be required to avoid further occurrences. Cholera 
and plague are virtually unknown here but take a dreadful toll in other lands. 

On the other hand, some diseases which were unknown in comparatively 
recent times are now being reported more frequently. Whether this is due to 
more frequent occurrence, better diagnosis, or greater knowledge of bacteri- 
ology is not easy to determine. Undulant fever, tularemia, and certain Salmo- 
nellae infections might be mentioned in this category. Other fairly common 
diseases, which may be due, in part, to faulty sanitation, are a source of serious 
concern, such as poliomyelitis, “‘summer complaint’’ and “summer flu’. In 
other words, the worker in the field of environmental sanitation still lacks much 
essential data. Research and investigation can develop that information, and 
it is encouraging to note the increasing willingness of governments and other 
interested organizations to provide the facilities and funds. Surprisingly little 
research is being carried out in Canada in the field of environmental sanitation 
and those who have not had the opportunity of seeing what is in progress might 
easily conclude that there is none. This is far from true. Possibly what is 
lacking is a good means of publicizing the results obtained by those workers 
who have tackled various problems. 

One of the most important problems at the present time is that of main- 
taining good sanitary conditions in the far north. The difficulties of dealing 
with permafrost (permanently frozen ground) in relation to water supplies and 
waste disposal are very real and add substantially to costs of construction and 
maintenance. It is gratifying to know that the United States Public Health 
Service is undertaking a long-range research program in Alaska which will, no 
doubt, solve many of the most pressing problems of northern climates. Other 
research centres of that service are contributing much valuable data to the 
public health worker. 

Reviewing the status of environmental sanitation in Canada today, it can 
be said that, in some respects, progress has been very good but, in others, 
existing knowledge is not being used to the best advantage. It is believed that 
the surest method of securing improvements is by education of the public and 
all those trades and professions which have to do with the maintenance of high 
standards of sanitation. In order that the health worker may be better equipped, 
many problems require careful research and it is encouraging to note that the 
present trend is in that direction. We should, therefore, be encouraged to 
greater efforts in our chosen field, strong in the belief that past efforts have 
been worthwhile, that there is much that can yet be achieved, and that research 
will supply that knowledge which is needed for greater progress. 
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INFLUENZA 


RESS reports from Great Britain and the Continent are recording a wide- 

spread outbreak of influenza. In the early summer, outbreaks were 
reported in Sweden and, later, on the coast of Greenland. The occurrence of 
the disease in northern regions was also noted in the spring and summer of 
1949. Of great interest were the findings of the outbreak that occurred at 
Victoria Island, Northwest Territories, in April of that year. The entire 
population of 90 Eskimos became infected and 18 died, a mortality rate of 
20 per cent. The white population, consisting of 50 persons between the ages 
of 21 and 55 years, were little affected by the epidemic. 

The present epidemic in England first occurred in the northern counties, 
but by the middle of January it had spread to the western and southern areas 
and to Ireland. The mortality has been relatively low in comparison with 
its high incidence. Deaths have been recorded largely in elderly persons, and 
there is no indication that young adults are being stricken—a feature which 
was so characteristic of the 1918-19 pandemic. The age distribution and 
mortality rates suggest that the present outbreak is a very extensive occurr- 
ence of endemic influenza rather than an outbreak of the character of that of 
1918-19. 

Investigations of influenza viruses have been made during the past years 
in many laboratories. It has been established that two distinct species 
commonly occur; these have been designated A and B types. The strains 
differ widely in pathogenicity, epidemicity, and immunological reactions. 
Other influenza strains have been isolated and may cause outbreaks of the 
disease, but the findings suggest that these strains are responsible for only a 
small number of outbreaks. Strains of virus A are found to vary greatly. 
Some A strains possess greater virulence than others when tested in laboratory 
animals, and these have been designated A-prime strains. The strains 
obtained in the outbreaks among the Eskimos were different from ordinary 
type A strains and have been considered as A-prime strains. Strains from the * 
present outbreaks in Great Britain and Sweden have included both A and 
A-prime. 

The prevention of influenza through the use of influenza-virus vaccines 
has been the subject of laboratory and clinical study since the first isolation of 
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influenza virus in 1933. It has been shown that vaccines confer a temporary 
protection when the virus strains used in their preparation are similar to those 
causing the outbreak. To be effective, a preventive vaccine must be given in 
advance of an outbreak, probably within a period of a few weeks. Further, 
the types of influenza virus occurring must be determined, and to obtain this 
information an adequate number of samples must be collected for laboratory 
examination. These freshly isolated strains may require special conditions 
for their cultivation, and numerous transfers may be necessary before the strains 
can be used for the production of vaccine. In preparing vaccine, fertile hens’ 
eggs are inoculated and virus is obtained from the developing chick embryos 
after suitable incubation. Because of these requirements, it is hardly possible 
during an epidemic to prepare vaccine in quantity from freshly isolated strains. 
In the United States it is reported that vaccine containing previously isolated 
A and B strains is being used in the armed services. If the present outbreak 
extends to this continent, an evaluation of the protective value of such vaccine 
may be possible, as the vaccine has also been used during the fall and winter 
in civilian groups. 

For some years an Advisory Committee on Influenza has been functioning 
in the United States. The types of influenza virus involved have been de- 
termined and a great deal of research work has been done. In Canada, work 
on influenza has been conducted in the Connaught Medical Research Labora- 
tories since 1935, when Dr. Ronald Hare began the identification of virus 
strains obtained from suspected cases in different parts of the country. During 
the war a large quantity of influenza-virus vaccine was made available by the 
Laboratories for the armed services. Aided by grants from the National 
Research Council and, latterly, from the Defence Research Board of Canada, 
the studies have been extended to include the action of drugs and antibiotics 
on influenza viruses. A Canadian Advisory Committee on Influenza, with 
representatives of the armed services, the public health and agricultural 
authorities and research institutions, was established last fall by the Depart- 
ment of National Health and Welfare to conduct investigations of outbreaks 
in Canada. As part of the organization, an Influenza Information Centre 
functions in the Laboratory of Hygiene, Ottawa. The arrangements provide 
for the collection of samples from all parts of the country and for the isolation 
and typing of the virus strains. The latter work is conducted both in the 
Laboratory of Hygiene and in the Connaught Medical Research Laboratories. 
Dr. C. E. van Rooyen is chairman, and Dr. F. P. Nagler vice-chairman, of 
the Canadian Advisory Committee. Close contact is maintained with health 
authorities in other countries. 

Influenza presents an important public health problem. A large amount 
of work has been done since the pandemic of 1918-19, but the successful pre- 
vention and treatment of the disease has not yet been achieved. The use of 
sulpha drugs and antibiotics will undoubtedly play an important part in 
reducing the mortality in the present outbreak by combating the organisms 
that are commonly found in the complicating conditions. The need is for 
the continuation of intensive research to solve the baffling problem of influenza 
and other acute respiratory infections. 
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ACTION IS NEEDED 


URING the past two years two new national voluntary health agencies 
have been promoted in Canada and are presently engaged in soliciting 
public support as well as financial assistance. 

Without commenting on these agencies, their creation and the publicity 
recently given to the campaign of one of them focuses attention upon the 
growth in recent years in the number of voluntary agencies associating them- 
selves with a particular disease or objective and frequently one with some 
dramatic appeal. 

The growth and the number of these agencies, as well as the number of 
appeals which are continually being made to the public, raises for consideration 
the desirability of some form of approval or certification by a competent 
authority. 

It may well be considered that no agency should be allowed to appeal 
for funds until its objectives have been investigated and the need for its 
services has been certified. 

Some competent authority should be set up for this purpose. Having 
regard to the voluntary aspects involved, it might well be considered that such 
authority should itself function on a voluntary basis. Such authority would 
investigate fully in each case the objectives sought to be discharged and the 
program proposed to be carried out. The objectives and the adequacy of 
existing facilities as well as the demand for the type of service offered should 
be amongst the factors to be considered. The opinion of public health and 
social welfare authorities would, in every case, be obtained as a condition 
precedent to certification. 

During the war years, the Federal Government, through the War Charities 
Act, rendered significant service in preventing patriotism from being exploited, 
as well as in avoiding duplication of effort and overlapping of endeavour. All 
agencies soliciting public support and financial assistance for any of the 
matters covered by the Act were required to be registered and their activities 
subjected to scrutiny. Unfortunately, the War Charities Act is not operative 
in peace-time and there exists in Canada no central or co-ordinating authority 
of the kind which would appear to be urgently needed. 

The situation as it presently exists is that any group of people may form 
an association without government approval and make an appeal to the public 
for funds to carry out its objectives. There is no requirement that the members 
obtain federal or provincial approval either in the form of a licence or a charter. 
In the case of a national agency, a charter of incorporation under the 
Dominion Companies Act is usually, but not necessarily, sought. 

Where a charter is sought for a corporation having some aspect of health 
or welfare amongst its objects, it is the policy of the government that the 
approval of the Department of National Health and Welfare must be secured 
before letters patent of incorporation are issued. 

Where an application for incorporation is made, the investigation, which 
it is suggested should in all cases be mandatory, is carried out by the Depart- 
ment of National Health and Welfare. The opinion of the competent public 
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health and social welfare agencies and authorities is sought. The need of the 
association is assessed so far as is possible, and only after careful investigation 
and assessment of all factors involved does the Department of National Health 
and Welfare give a favourable report. 

Because incorporation is not required as a condition precedent to the 
carrying out of the objects or the raising of funds, the present form of super- 
vision is insufficient to meet the problem outlined at the beginning of this 
editorial. 

There are at present nearly a score of national voluntary agencies in 
Canada. Canada can well be proud of the work of these agencies. The anti- 
tuberculosis program, initiated at the turn of the century, with its present 
wide-spread recognition of this problem by the provision of free treatment and 
recognized facilities, was initially the result of private initiative and public 
philanthropy. As a result of this initiative, government responsibility for 
the program was eventually assumed. So, too, in the field of venereal disease 
control, mental health and other special fields, the national voluntary health 
agencies have pioneered the way and laid the foundations on which the present 
government control programs were built. Although there have been problems 
raised and questions asked from time to time concerning possible overlapping 
of endeavour and duplication of effort, no one has questioned the importance 
of the contributions made by the responsible agencies. It has been recognized 
that their work is needed and the funds which have been collected have been 
well and truly used. 

The time would seem to have arrived for steps to be taken to guarantee 
that this fine record of achievement is continued so that the public may be 
assured when they give of their time and substance, that the work is needed, 
that the planning is wise, and that the financing is sound. 
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EMPLOYMENT SERVICE 


Wanted: Matron, R.N., for Provincial Training School, Red Deer, Alberta, a 
training school for mentally defective children. Present salary schedule 
$2,100.00 to $2,580.00 per annum plus. current cost-of-living bonus of $27.50 
per month, together with excellent living quarters, board and laundry for 
$30.00 per month, if desired and, in addition, holiday and sick-leave benefits 
and pension scheme. Commencing salary according to experience and ability. 
Apply to Medical Superintendent, giving details ot qualitications, experience, 
age, and recent photograph. 


Public Health Nurses: The York County Health Unit requires Public Health 
Nurses for a generalized program. Proximity to Toronto permits possibility 
of urban living conditions combined with rural work. Write to Dr. R. M. 
King, York County Health Unit, Newmarket, Ontario. 1l/ 


Notice of Fellowship in Poliomyelitis, The Hospital for Sick Children, Toronto, 
Canada. Beginning January 1, 1951, there will be available a fellowship with a 
tenure of one year for experimental research in poliomyelitis. The value of 
the fellowship, which is without board or residence, will depend upon the 
qualifications of the applicant, with a maximum of $3,500.00 per annum. 
Applicants should state age, sex, marital status, medical school and date of 
graduation. Experience in Pathology and/or Bacteriology is desirable. Applica- 
tions should be addressed to Mr. J. H. W. Bower, Superintendent, The Hospital 
for Sick Children, Toronto, Canada. 


Sanitary Inspector: Applications are invited from qualified sanitary inspectors 
for appointment to the Kent County Health Unit which is carrying out a 
generalized program in southwestern Ontario. Initial salary will be based 
on experience and qualifications. Liberal car allowance, cumulative sick leave. 


Apply to Dr. D. C. Smith, Kent County Health Unit, County Building, 
Chatham, Ontario. 1 





Physicians Wanted: Applications are invited for posts with the Canadian 
Red Cross Blood Transfusion Service from registered medical practitioners 
with training in bacteriology or clinical pathology. Administrative experience 
desirable. All posts carry participating pension, hospitalization, medical ser- 
vices and group life insurance plans. Application forms and full details 
available from National Commissioner, Canadian Red Cross Society, 95 
Wellesley Street, Toronto. 





Industrial Nurse: The Bell Telephone Company of Canada requires a 
bilingual public-health trained nurse for the Laurentian District. Nurse would 
have her headquarters at Three Rivers. Position available immediately. 
Please address written applications to Nursing Supervisor, Room 930, 
1050 Beaver Hall Hill, Montreal, stating qualifications and experience. 





Wanted: Assistant Medical Officer of Health for the City of Ottawa. Salary 


range $5,520 to $6,480. Write to Dr. J. J. Day, M.O.H., City Hall, Ottawa, 
Ontario. 








